Child and Adolescent (C/A) Psychiatry:  outline of Dr. Grapentine’s talk. 

Note: the handout is taken from his transparencies. 

· DSM
· Finite list, clear criteria, structured interview (1980)

· Multiple symptoms, minimal duration, minimal severity. 

· C/A

· -early /only (eating)

· never (aging/ antisocial)

· early/forever (MR, autism)

· same thing, new name (identity – Borderline)

· major syndromes are like Adult Disorders

· However

· Incomplete syndrome

· Unique symptom cluster

· Unique primary symptom

· The Primary Interview

· Comprehensive, replicable

· Demographics (the alliance begins here)

· Entrance Complaint

· HPI (Primary Diagnosis)

· Review of Systems (all other diagnoses)

· Past History

· Medical

· Psychiatric

· Developmental

· Family (genetics)

· Mental Status

· Questions specific to adolescence

· Sex

· Drugs

· Rock & roll (things you like)

· AIDS (shooting up)

· Abuse/trauma

· Self-mutilation

· School, friends, family, gangs

· Diagnoses (1o, 2o, differential). 

· The Major Diagnostic Categories

· Developmental Disorders (Mental Retardation, Autism)

· Most common world-wide

· Fully biological

· Clues:  academic history, mental status

· Disruptive Behavior Disorders (Conduct, ADHD, Oppositional Defiant)

· Common in latency

· May not be a valid construct
· Serious pathology later

· Clues:  Cops, fights, hurting animals, Ritalin trial.

· CNS Disorders (Delirium, Dementias)

· Uncommon in C/A

· Acute = medical

· Remember toxins, trauma, street drugs

· Clues: history (trauma, seizures, infection), mental status

· Substance use Disorder (Street of otherwise)

· May begin in latency

· Mental Status may be normal

· Alcohol, marijuana (may be laced)

· Always ask about shooting up

· Clues:  ask “list all of the drugs you’ve tried even once”

· Schizophrenia Spectrum Disorders (brief and chronic)

· Hallucinations, delusions, negative state, disorganization, thought disorder

· The wheel may still be in spin (i.e., may not be full blown yet)

· Clues:  history, mental status. 

· Affective Disorders (depression, mania)

· Very common; often recurrent

· Depression—atypical expression

· Mania—false positives

· Irritability is a cardinal sign

· Very debilitating if untreated 

· Clues:  History, mental status

· Anxiety Disorders (PTSD, OCD, Panic)

· Also very common

· Often co-existing (X2)

· OC patient think they’re crazy

· The trauma is virtually always remembered

· Clues:  ask about if they are a “nervous person” afraid of silly things, counting, checking, germs, trauma and abuse (past and present). 

· Eating Disorders (anorexia, bulimia)

· Many methods (diet, exercise, GI medications, street drugs)

· Psychology—perfection and control

· Often appear otherwise intact

· Difficult to treat

· Ask:  “have you ever done funny things with food?”

· Personality Disorders (All possible except Antisocial)

· Some are less important

· “Invasion of the Body Snatchers” 

· Adult criteria obtain

· Clues:  history of self-injury, delinquency, brief psychosis, problematic relations, mental status (they get under your skin).  

· Psychotropic medication in Child/Adolescent Psychiatry

· A significant increase in use

· Reasons:

· “All disorders are biological”

· Newer drugs are safer

· “Polypharmacy, adjunctive therapy, nonspecific use are good”

· “Ask your MD about…”

· The rise of managed care 

· Childhood symptoms equated with a true disease entity

· Categories

· Psychostimulant

· Ritalin (methylphenidate), amphetamines
· Early work on these done at Bradley Hospital

· Caveats:  Addictive, street value, amphetamine psychosis

· Antipsychotics

· Old (typicals) Thorazine (Chlorpromazine), Mellaril (Thioridazine)

· Sedation, Tardive dyskinesia, neuroleptic malignant syndrome

· Newer (atypical) Risperidone, Olanzapine
· Less TC, metabolic, lower White Blood Count with Clozapine. 

· Antidepressants

· Old – Tricyclics (desipramine, imipramine)

· Effective, but cardiac conduction problems

· Newer:  SSRIs (Fluoxetine, Sertraline)

· Drowsiness, jumpiness, headaches, GI upset, hypomania, serotonin syndrome, suicidality. 

· Antianxiety

· Benzodiazepines (maybe Buspirone also)

· Sedation, addiction, street value (delay)

· Mood Stabilizers
· Lithium and antiseizure drugs

· All the rage

· Caveats:  hyperosmolality, CBC changes, liver, sedation, acne. 

· Others

· Clonidine, Tenex (ADHD, agitation)

· Hypotension, EKG, rebound

· Discontinuation syndromes with sudden cessation

· Irritability, psychosis, serotonin syndrome.

· Withdrawal seizures, hypertension. 

· Child and Adolescent Practice Parameters

· Accurate Diagnosis

· Multiple Data sources

· Parent data critical

· Interactive plan

· Adjunctive evaluations
· Biopsychosocial formulation. 

· Special Issues versus Adult Psychiatry

· The diagnosis may be incompletely expressed

· Physical and developmental state must be considered

· Multiple systems (inside, outside)

· Treatment principles

· Talking therapy\

· The therapeutic alliance

· Confidentiality, autonomy

· Assumption of valid data

· The importance of the milieu. 

· Psychopharmacology (never alone)

· Guided by diagnosis and symptoms

· Full informed consent (alliance)

· Careful monitoring (MS, SE’s, compliance)

· Low dose, slow up and down, lower plateau

· Only one drug per class

· Caution: old antipsychotics, old antidepressants, stimulants, benzodiazepines, PRN’s, IM.

· Black box warnings
· Always consider lower dose or discontinuation. 

· Monitor physical status periodically.

· Compliance relates to Alliance, felt need, expectation of effectiveness, willingness to tolerate side effects. 

